Introduction
couples having male factor infertility according to the World Health Organization (1980) criteria. Only patients with normal fertilization In-vivo fertilization takes place in the ampullary part of the were included in the study. The mean age of patients is shown in Fallopian tube. Ciliary movements of the endothelial cells, Table I. contractions of the Fallopian tube and secretions of the tube The spontaneous menstrual cycle was monitored with twice daily then assist in the transport of the human embryo to the uterine blood samples to detect the endogenous LH surge as previously cavity 96-144 h after the luteinizing hormone (LH) surge described (Lenton et al., 1992) . Oocyte collection from the single (Croxatto et al., 1978) . In couples with unexplained infertility follicle was performed by transvaginal ultrasound guided follicular evidence of fertilization constitutes an important part of diaaspiration 36 h after the start of the LH surge. A normally-fertilized, gnosis, and replacement of the embryo back into the physio-2-4 cell stage embryo was replaced 40-60 h after oocyte collection logical environment may enhance its survival. This hypothesis into the Fallopian tube or the uterus. The feasibility of the study was was developed by various practitioners in the field of assisted determined by trial catheterization in women volunteers with patent reproduction who attempted to replace either the gametes Fallopian tubes. Initial experience with the method described by Jansen and Anderson (1987) revealed that the use of a vaginal [gamete intra-Fallopian transfer (GIFT)], or embryos [proultrasound probe (Vaginal probe 7.5 MHz; Kretz-technic, Ziph, nuclear stage transfer (PROST), zygote intra-Fallopian transfer Austria) made manipulation of the catheter difficult. We therefore (ZIFT)] directly into the Fallopian tubes (Asch et al., 1985;  adopted the technique with a partially full bladder and transabdominal Yovich et al., 1987; Hamori et al., 1988) . In 1987, Jansen and ultrasound scanning (Abdominal probe 4.0 MHz; Kretz-technic) as
Anderson described a technique of retrograde tubal cannulation described by Hurst et al. (1993) in their pilot study, while confirming under ultrasound guidance, using a curved uterine guide the correct placement of the tubal catheter by laparoscopy. The tubal cannula to reach the uterotubal junction prior to passing a catheter (KJITS 5000; William Cook Europe Ltd, Letchworth, UK) tubal catheter through the isthmus of the Fallopian tube. They consists of five parts: (i) an outer 5.5 28 cm long French opaque reported successful pregnancies after tubal insemination of teflon uterine guide cannula with a fixed lateral curve at the tip; (ii) a cryostored semen and of embryos following IVF using the malleable metal obturator; (iii) a 33 cm long size 3 teflon French same technique of retrograde tubal cannulation (Jansen et al., inner catheter with a 3 cm tapered tip; (iv) a platinum-tipped guidewire to fit within the inner catheter; and (v) a small afterloading cannula.
1988a,b). Diedrich et al. (1991) selected tubal embryo transfer improvements in technical and laboratory techniques over rates of 16% (6/38 in both groups) and the live birth rate of HCG ϭ human chorionic gonadotrophin.
13% (5/38 in both groups) following the use of different embryo transfer sites. In patients with unexplained infertility, tubal embryo replacement was associated with an 18%
The tubal catheterization procedure was performed with the patient (13/74) implantation rate compared with only 8% (5/64) in in a dorsal lithotomy position with a partially filled bladder. The uterine guide cannula with obturator was inserted just above the the equivalent uterine transfer group. Live birth rates were internal os and then pushed further away from the obturator thus 15% (11/74) and 6% (4/64) respectively. Again, however, regaining its curve in the selected cornu. The correct positioning of these differences were not statistically significant. was abandoned in 14 patients after two failed attempts and the embryo was transferred into the uterine cavity. These patients were excluded from the analysis.
Discussion
Uterine embryo transfer was performed using Friedman's catheter procedure which can be performed without analgesia (Ramsewak et al., 1990) . The standard method of uterine
Statistical analysis embryo transfer yields poor implantation rates in ovarian
The data from the two groups and subgroups were analysed and stimulated IVF cycles; these have shown improvement with compared using the χ 2 test.
the use of laparoscopic tubal embryo transfer, but this is an operative procedure requiring a general anaesthetic (Yovich Results et al., 1987) . To avoid the need for anaesthesia, a retrograde approach to tubal cannulation has been attempted. Jansen and A total of 214 patients were included in the study; all of the patients had their natural cycle monitored and an oocyte was Andersen (1987) described such a technique which involved intermittent transvaginal scanning during the cannulation. This collected. Those patients with failed fertilization were excluded from the study since its aim was to assess the implantation prolonged the procedure and caused additional stress to the patient. Bauer et al. (1990) performed retrograde cannulation efficacy of different transfer sites. Uterine transfer was performed in 102 patients at the beginning and towards the end without ultrasound guidance, but they routinely used a tenaculum and cervical dilator. We have performed transvaginal tubal of the study while tubal catheterization was performed in the middle of the study period, thus avoiding any bias caused by cannulation using transabdominal transvesical scanning with was not felt by all women, and this was particularly so if they by Risquez et al. (1990b) . An after-loading system of can- Fertil. Steril., 49, [920] [921] [922] nulation (KJITS 5000) was used in the present study, thus Risquez et al. (1990a) reported that two out of five pregnancies were ectopic implantations in their study of tubal embryo
Received on May 24, 1996; accepted on December 23, 1996 transfers but the series included 14 patients with tubal infertility out of 51 couples. According to Risquez and Confino (1993) , until all parameters have been optimized, it is unlikely that transcervical gamete and embryo deposition will result in pregnancy rates superior to those following laparoscopic tubal embryo transfer. Bustillo and Schulman (1989) also emphasized that rigorous patient selection criteria should be applied when comparing the new techniques of assisted reproduction, e.g. non-surgical GIFT, ZIFT, and tubal embryo transfer, with surgical procedures. Tubal embryo transfer by a retrograde method is a fairly easy procedure with no serious complications which can be performed on an outpatient basis. Risquez and Confino (1993) reported that pregnancy rates in a small series of transcervical GIFT and ZIFT depositions were inferior to those following laparoscopic GIFT and tubal embryo transfer. Tubal catheters are more expensive than uterine transfer catheters. Since their use achieved no significant improvement in pregnancy rate during natural cycle IVF, our clinic has continued to replace embryos into the uterine cavity.
